Dear Sir, The incidence of Hepatitis B virus (HBV) infection is high among hemodialysis (HD) patients. The HBV vaccines in chronic renal failure (CRF) have been shown to stimulate antibody response only in 50-60% of patients [1]. It is not only the immune response to hepatitis B vaccine which is low in HD patients, but also to other antigens like tetanus and diphtheria toxoids [2], Even among those who respond to these antigens, the response is usually transient. In developing countries like India, where the HBV carrier rate continues to be in the range of 0.9-4% [3], fresh infection within dialysis units is a matter of concern. Since reasons for the low response rate to vaccine among CRF patients is ill understood and has been attributed to uremia [4], it is expected that the defect should get corrected after renal trans-plantion. In this study, we have investigated immune response to HBV vaccine, HBV infection rate among vaccinated CRF patients and the anti-HBs response to booster dose of vaccine in low responders following renal transplantion. Seventy-one CRF patients (mean age ± SD 38 ± 12 years) with serum creatinine of 11 ± 2.6 mg/dl, serum urea of 103 ± 48 mg/ dl and on regular HD for a period of 6.7 ± 6 months were included in this study. All the patients were negative for hepatitis B surface antigen (HBsAg) prior to the start of HD. Serial monthly samples were collected throughout the course of treatment. This center performs only live related donor transplantations since the harvesting of cadaver organs is still not permitted by law in our state (Uttar Pradesh). Being a public funded hospital in the region where there are few HD machines, the institutional policy is to continue HD only till the patient and the prospective donors are fully investigated for live related transplantation. In the absence of a suitable and willing donor, HD is discontinued at our center, while those with donors are transplanted at the earliest. This policy has been adopted in order to relieve stress on the HD unit and to give maximum benefit to patients. Double the standard dose (40 µg) of recombinant HBsAg vaccine (En-gerix B) was given intramuscularly in the deltoid region at 0, 1 and 2 months to all CRF patients on HD. An additional booster dose was given to the low responders (median 8 months) after renal transplantation. These patients were on maintenance doses of immunosuppression (cyclosporin A 2-3 mg/ kg, prednisolone 0.2
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